Chapter 2. Initial Enrollment Application

To begin the Online Provider Enrollment Application:

1. On the Nevada Medicaid and Nevada Check Up Health Care content site home page,
www.medicaid.nv.qgov, click the “Provider” tab, and select “Provider Enrollment.”

Nevada Department of -

' i
Health and Human Services “_ na ﬂ
Division of Health Care Financing and Policy Provider Porial ‘]: b .“!

Nevada Medicaid and MNevada Check Up News [ T Read]

Providers Pharmacy Prior Authorization Quick Links | Contact Us

Announcements/Newsletters Billing Information Electronic Claims/EDI  E-Prescribing Forms ND( Provider Enrollment Brovider Training

2. The Provider Enrollment page is displayed.
3. Click the “Online Provider Enrollment” link.

4. The Online Provider Enrollment Portal Home page opens as shown below. Click
“Provider Enrollment Application” to initiate a new provider enrollment application.

WA Nevada Department of : s

”n Freguently Asked Questions
Health and Human Services g m

Division of Health Care Financing and Policy Provider Portal

Provider Enrollment

Provider Enrollment

Provider Enroliment

Provider Enroliment Application
Initiate a new provider enrollment
application.

Resume Enroliment
Resume an existing enroliment
application that has not been submitted.

Enrollment Status
Check the current status of an
enrollment application.

Division of Health Care Financing and
Policy

Provider Enroliment Information Booklet

Enroliment Checklist
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https://www.medicaid.nv.gov/

5. The Online Provider Enrollment Welcome page will be displayed. Click
“Continue” to begin the online application process or click “Cancel” to return to
the Online Provider Enrollment Portal Home page.

¢ li&ia Nevada Depa rtment Of B Frequently Askedcgcﬂézzrcg:
SR, : .‘. 2

Health and Human Services B

Division of Health Care Financing and Policy Provider Portal ‘L ¥ 9

Provider Enrollment = Provider Enrcliment Application

Provider Enrollment: Welcome

¥ Welcome

Welcome to the Online Provider Enrollment System

Thank you for your interest in the Nevada Medicaid and Nevada Check Up Pregram. Te bill fer services rendered to Nevada Medicaid
recipients, you must enroll with Hewlett Packard Enterprise as a Nevada Medicaid Provider. Hewlett Packard Enterprise is the current fiscal
agent for the Nevada Medicaid and Nevada Check Up program.

Provider Identification All of the materials within this document must be completed and submitted to Hewlett Packard Enterprise for your request to be processed. &
checklist of required documentation has been provided for your convenience. Please review the Provider Information Enrollment Booklet for
additional information,

Submission of incomplete materials will delay your request. In addition to required documentation, additional supporting documentation can
be uploaded with your application if necessary. If your responses to any questions on this enrollment application did not fit into the field on
the page, type the guestion and response and upload the documentation using Other as the attachment type on the Attachments page of this
online application. All documents must be uplecaded at the time of provider enroliment forms submissien in order for your application to be
considered complete. Pleass retain copies of your materials for your records. You will receive written notification upon approval or denial of
your request.

If you have questions concerning enroliment, contact Provider Enrollment at (877) 638—3472\5""—‘ (select options for "Provider Enrollment™)
between 8:00 a.m. and 5:00 p.m., Monday through Friday.

Flease click the "Continue" to proceed.
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2.1.  Request Information

To begin the provider enrollment process, complete the required fields on the Request
Information page. Once the required fields have been completed, click “Continue” to
go on to the next page, or click “Finish Later” to save your application and finish it ot a
later date. All fields with a red asterisk (*) are required. The fields that are displayed
throughout the enrollment process are contingent on the Enrollment Type or Provider Type
values selected.

Provider Enrollment = Enrcllment Request Information

Provider Enrollment: Request Information
Welcome Complete the fizlds on 2ach screen and select the Continue button to mowve forward to each page. All mandatory data is required to "Finish
Later”,
¥ Request Infarmation The contact person will potentially be contacted to answer any questions regarding the information provided in this request.

* Indicates a requirad field.

Initial Enrollment Information

tification *Enrollment Type w

“provider Type W

— R *Requested Enrollment Effective Date® [qg/34/0015 ﬂ

Provider Information

*Are you currently enrolled as a Provider? (J)ve: @ o

*Were you previously enrolled as a Provider? (J)vyz: (8 g

Contact Information

This contact information is required for correspondence regarding the asscciated application. Provide the appropriate contact person and
information who cam assist with the request.

*Last Name | |

*First Name | |

*Telephone Number @ l:l Telephone Number
Extension l:l

*Contact Email @ | |

*Confirm Email Address®

*preferred Method of Communication

| continue Ml _Finich Later [l cancel |
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Initial Enrollment Information:

Provider Enrollment > Enrollment Request Information

Provider Enreliment: Request Information

Welcome

¥ Request Information

Complete the fields on =ach screen and select the Continue button to move forward to each page. All mandatory data is required to "Finish

Later™.
The contact persen will potentially be contacted to answer any guesticns regarding the information provided in this request.

* Indicates a required field.

Initial Enrellment Inf;pfnmqnn

1 Enrollment Type W

*Provider Type Ly

3 ’ *Requested Enrollment Effective Date® [nz/34/3015 ﬂ

1. Enrollment Type - Select the type of enrollment from the dropdown list.

Provider Enrollment: Request Information

Welcome

Note:

¥ Request Information

Later”.
The contact person will potentially be contacted to answer any questions regarding the information provided in this request.

* Indicates a required field.

Complete the fields on each screen and select the Continue button to move forward to each page. All mandatory data is required te “Finish

Initial Enrollment Information

*Enrollment Type

Group
*Provider Type |Individual Ly
Ordering, Prescribing or Referring

*Requested Enrollment Effective Date® [ng:37/2015 =

Ordering, Prescribing or Referring (OPR) providers are not fully enrolled as Nevada
Medicaid providers and cannot seek reimbursement for services rendered to
Medicaid recipients or submit claims to Nevada Medicaid.
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2. Provider Type - Select the appropriate 2-digit provider type from the dropdown

list. Some providers provide more than one type of service. You must complete one
complete application for each provider type you are enrolling. For example, if you
supply Durable Medical Equipment (provider type 33) as well as pharmaceutical

drugs (provider type 28), complete two enrollment applications.

Group Enrollment Type

Initial Enrollment Information

*Enrollment Type | Group v|
Ownership change 0
*Provider Type
10-OUTPATIENT SURGERY,HOSP BASED ~
11-HOSPITAL, INPATIENT
*Requested Enrollment Effective Date ® 12-HOSPITAL,OUTRATIENT
13-PSYCHIATRIC HOSP INPATIENT
Provider Information 14-MENTAL HEALTH OLTPATIENT SERV
& Federal Tax Identification Number, also known as 17-SPECIAL CLINICS dentify a business entity.
19-NURSING FACILITY
20-PHYSICIAN,M.D, OSTEQOPATH
*Federal Tax ID® l:l 21-PODIATRIET
22-DENTIST
23-HEARING AID DISPENSER/RELTD
24-CERTIFIED R.N. PRACTITIONER
25-0PTOMETRIST
re you currently enro as a Provider| 26-
*Al tl lled P id 26-PSYCHOLOGIST
27-RADIOLOGY/NONINVASIVE DIAG CTR
*Were you previously enrolled as a Provider 28-PHARMACY
29-HOME HEALTH AGENCY
30-PERSOMNAL CARE AID-PRCV AGNCY
Contact Information 32-AMBULANCE,AIR/GROUND
. . L . 33-DME, DISPOSABLE, PROSTHETICS .
This centact information is required for correspondq 34 THERAPY appropriate contact person and
information who can assist with the request. 36-CHIROPRACTOR.
37-INTRAVENOUS THERAPY
38-HOME/COMM BASED WAIVER-MR
“Last Name I: 39-ADULT DAY HEALTH CENTER
41-0PTICIAN,OPTICAL BUSINESS v
J— 42-0UTPATIENT PSYCH HOSP.,PRIVATE
First Name 43-| ARORATORY,PATHOL OGY/CLINICAL
Individual Enrollment Type
Initial Enrollment Information
“Enrollment Type |1ndividual v
Ownership change 0
Electronic Health Records (EHR) |

*Provider Type

*Requested Enrollment Effective Date®

Provider Information

& Federal Tax Identification Number, also known as

*Are you currently enrolled as a Provider

*Were you previously enrolled as a Provider

14-MENTAL HEALTH OUTPATIENT SERV
20-PHYSICIAN,M.D. OSTEQPATH
21-PODIATRIST

22-DENTIST

23-HEARING AID DISPENSER/RELTD
24-CERTIFIED R.N. PRACTITIONER
25-0OFTOMETRIST
26-PSYCHOLOGIST

34-THERAPY

36-CHIROPRACTOR

38-HOME/COMM BASED WAIVER-MR
41-0OPTICIAN,OFTICAL BUSINESS
43-SENIOR WAIVER(FRAIL ELDERLY)
58-PHYSICALLY DISABLED WAIVER
72-NURSE ANESTHETIST

74-NURSE MIDWIFE
76-AUDICLOGIST

77-PHYSICIANS ASSISTANT

82-MH REHABILITATIVE TREATMENT

85-AFPLIED BEHAVIQUR ANALYS1S PROVIDER

dentify a business entity.

Contact Information
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OPR Enrollment Type

Initial Enrollment Information

*Requested Enrollment Effective Date® |24 popraTrIST

*Enrollment Type | Ordering, Prescribing or Referring V|

*Provider Type
14-MENTAL HEALTH QUTPATIENT SERV
20-PHYSICIAN,M.D. , OSTEOPATH

22-DENTIST

OPR Information

23-HEARING AID DISPENSER/RELTD
24-CERTIFIED R.N. PRACTITIONER

[ Medicaid Policy
|:| Practice Capacity

Please check the appropriate boxes explaining why| 25-0OPTOMETRIST d provider,
26-PSYCHOLOGIST
i 34-THERARY
LI Reimbursement Rates 38-HOME/COMM BASED WAIVER-MR

41-0OPTICIAN,OPTICAL BUSINESS
43-5ENIOR WAIVER(FRAIL ELDERLY)
S8-PHYSICALLY DISABLED WAIVER

[] other 72-NURSE ANESTHETIST
74-NURSE MIDWIFE
76-AUDIOLOGIST

Provider Information 77-PHYSICIANS ASSISTANT

82-MH REHABILITATIVE TREATMENT

Note: If, after initially updating the initial enrollment information, either the
Enrollment Type or the Provider Type fields in the Request Information page are
subsequently changed prior to submitting the final enrollment request, you must
navigate back through the entire enrollment application. Fields that are contingent on
the Enrollment Type or Provider Type values are reset to blank and must be re-
entered. You must respond to a confirmation dialog prior to changing the Provider

Type value.

3. Effective Date - Enter the date on which you wish the provider enrollment to
begin. The date in this field cannot be a future date. The date can be backdated up
to six months, but may not be prior to all provider enrollment requirements being
met. To exceed the six-month back limitation, provide a written explanation and
supporting documentation as an attachment to this application.

It you have already provided services, review the dates of service you will be billing
and enter a date that will cover all of your back billing. If you have no back billing,
enter the current date. Timely filing limits apply. (Timely Filing Limits: From the Date
of Service or the recipient’s date of eligibility, whichever is later, you have 180 days
to submit in-state provider claims when Medicaid is the only insurance or 365 days
to submit out-of-state provider claims and claims when the recipient has a primary
health insurance carrier other than Medicaid.)

Provider Enrollment: Request Information

Welcome

¥ Request Information

Complete the fields on each screen and select the Continue button to move forward to each page. All mandstory data is required to "Finish
Later”.
The contact person will potentially be contacted to answer any questions regarding the infarmation provided in this request.

* Indicates a required field.

Initial Enrollment Information

“*Enrollment Type | ~

*Provider Type Lvy

*Requested Enrollment Effective Date® ﬂ
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Group Association:

When Individual Enrollment Type and Provider Type 14, 20, 21, 22, 24, 25, 26, 34, 36,
72,74,76,77 or 82 is selected from the dropdown lists, the required fields on the Group
Association Panel will need to be completed.

o Select “Yes” if you would like to be linked to a group.
e Select “No” if you do not want to be linked to a group.

If you select “Yes” you would like to be linked to a group, enter the group’s National
Provider Identifier (NPI) and the date you would like to be affiliated with the group. You may
enter a date in the past. Please note that timely filing limits apply. When the group’s NP is
used as the billing provider on a claim, payments will be made to the Provider Group.

Group Enrollment is required for provider types 14 and 82.

Initial Enrollment Information

*Enrollment Type | Individual v

Ownership change O

Electronic Health Records (EHR) 0

*Provider Type | 20-PHYSICIAN,M.D.,OSTEOPATH A

*Requested Enrollment Effective Date® [nz/34/3015 =]

Group Association

To become affiliated or remain with an existing Medicaid Provider Group, enter the Group’s NPI and the date to begin the affiliation.
COtherwise, leave this field blank. This is required for provider types 14 and 82.

Would You Like to be Linked to a Group? (@ ves () No

Group NPT Affiliation Begin Date Action

“NPI 1534567850
*Affiliation Begin Date® [pgi-5/5015 =

Add || Cancel |
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Note: Provider Type 14 with specialty 305, 306 or 307 do not have to be linked to a
group.

Initial Enrollment Information

*Enrollment Type | Individual N

Ownership change 0

Electronic Health Records (EHR) O

*Provider Type | 14-MENTAL HEALTH QUTPATIENT SERV hd

*Requested Enrollment Effective Date® [pg/n7/2015 ﬂ

Group Association

To become affiliated or remain with an existing Medicaid Provider Group, enter the Group’s NPI and the date to begin the affiliation.
Otherwise, leave this field blank. This is reguired for provider types 14 and 82.

*Are you PT 014 with Licensed Clinical Social (@ ves () No
Worker, Licensed Marriage and Family
Therapist, or Licensed Clinical Professional
specialty?

Would You Like to be Linked to a Group? () ygs (@ g

OPR Information:

If the Ordering, Prescribing, or Referring (OPR) provider type is selected, the OPR Panel will
be displayed. You will be required to check the appropriate boxes explaining why you do not
wish to be a fully enrolled Nevada Medicaid provider.

Provider Enrollment: Request Information

welcome Complete the fields on each screen and select the Continue button to move forward to each page. All mandatory data is required to "Finish
Later”.
¥ Request Information The contact persen will potentially be contacted to answer any questions regarding the information provided in this request.

* Indicates a reguired field.

Initial Enrollment Information

*Enrollment Type | Ordering, Prescribing or Referring V|

*Provider Type | 20-PHYSICIAN,M.D.,OSTEOPATH V|

*Requested Enrollment Effective Date® =

= OPR Information

Flease check the appropriate boxes explaining why you do not wish to be 2 fully enrclled Nevada Medicaid provider.

[] Reimbursement Rates
[] Medicaid Policy

D Practice Capacity

[ other
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Provider Information:

The information displayed on the Provider Information section will depend on the enrollment
type selected. See below for the required fields based on enrollment type.

Group Enrollment Type

For group enrollment type the following fields are displayed:

1.
2.

Indivi

Federal Tax ID — For group enrollment type this is a required field.

Are you currently enrolled as a Provider? — This is a required question, select the
“Yes” or “No” radio button.

Were you previously enrolled as a Provider? — This is a required question, select the
“Yes” or “No” radio button.

Provider Information

A Federal Tax Identification Number, zlso known as an Employer Identification Number (EIN), is used to identify a business entity.

@"Federal Tacoo [

2 )*Are you currently enrolled_ asa (Jvyes ® o
Provider?

“Were you previously enrolled () yez (@ g
3 as a Provider?

dual Enrollment Type

For individual enrollment type the following fields are displayed:

1.
2.
3.

4.

Federal Tax ID - For individual enrollment type this is an optional field.

Social Security Number (SSN) - For individual enrollment type this is a required field.
Are you currently enrolled as a Provider? — This is a required question, select the
“Yes” or “No” radio button.

Were you previously enrolled as a Provider? — This is a required question, select the
“Yes” or “No” radio button.

Provider Information

A Federal Tax Identification Number, also known as an Employer Identification Number (EIN), is used to identify a business entity.

@Federal Taxoo [

“Are you currently enrolledasa  (Oyes @ pyg
Provider?
*Were you previously enrolled () vee (®) g
as a Provider?
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Note: For Individual and Group enrollment types the legal name and Tax Identification
Number or Social Security Number listed must match the information registered with the
Internal Revenue Service (IRS), what is listed on your IRS Employer ID Number (EIN)
confirmation letter and the W-9 form. A copy of your IRS acceptance letter will need to be
included as an attachment to your online provider enrollment application.

OPR Enrollment Type

For OPR enrollment type the following fields are displayed:
1. Social Security Number (SSN) — For OPR enrollment type this is a required field.

Provider Information

A Federal Tax Identification Number, also known as an Employer Identification Number (EIN], is used to identify 3 business entity.
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Contact Information:

The contact information is required for correspondence regarding the associated application.
Provide the appropriate contact person and information who can assist with the request.

Contact Information

This contact information is required for correspondence regarding the associated application. Provide the appropriate contact person and
information who can assist with the reguest.

“Last Name | |

@
(2) “renome | |

@*Telephone Number @ I:l @elephone Number l:l
Extension

@ *Contact Emaile | |
@ *Confirm Email Address®

<8 y“Preferr\ed Method of Communication |gma) W

[Cortmue ] et toter [ concer |

Last Name — Enter the contact person’s last name.

First Name — Enter the contact person'’s first name.

Telephone Number — Enter the contact person’s telephone number.

Telephone Number Extension — Enter the contact person’s extension if applicable.
Fax Number — Enter the contact person’s fax number if applicable.

Contact Email — Enter the contact person’s email.

Confirm Email Address — Re-enter the contact person’s email.

Preferred Method of Communication — Select the preferred method of
communication from the drop-down list.

©ONO AN =

Once the required fields have been completed, click “Continue” to go on to the next page
or click “Finish Later” to save your application and finish it at a later date or “Cancel” to
return to the Online Provider Enrollment Portal Home page.
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2.2. Specialties

The provider type is established on the Request Information screen. All subsequent
specialties available for the selected provider type can be added on the specialties
screen. Only one specialty can be designated as the primary specialty. See the Provider
Enrollment Information Booklet for the complete list of provider types and specialty codes.

A specialty is required for provider types 14, 17, 19, 20, 34, 38, 48, 57, 58 and 82.

To assist in Medicaid tracking, we recommend that provider types 22, 26, 54 and 76
identify a specialty when applicable.

If a provider does not have a specialty, please enter NO SPECIALTY.

Specialties

The provider type is established on the Reguest Information screen. All subsequent specialties available for the selected provider type
can be added on this screen. Only one specialty can be designated as the primary specialty. See the Frovider Enrollment Information
Booklet for the complete list of provider types and specialty codes. If a provider does not have a specialty, please enter the specialty NO
SPECIALTY. ¥ou can also enter an optional board certification for each specialty.

* Indicates a required field.

v Indicates a primary record.

Click "+" to view or update the details in a row. Click "-" to collapse the row. Click the Remowe link to remove the entire row.

Specialty | Action

E Click to collapse

Provider Type OFTOMETRIST @ *Specialty (v

Specialty Code _ @ Primary |,
@ Specialty Board |

Reset

O]

‘b
=
[

Specialty — Select the provider's specialty from the drop-down list.

2. Primary — Use the checkbox to indicate whether the selected specialty is the
primary specialty for this provider.

Note: The first specialty selected will default to the primary specialty.
3. Specialty Board — Enter the Specialty Board Name (Optional).
Click “Add"” to add the specialty information.

5. Click the '+' on a new line to add another specialty. Repeat steps 1 through
4 to add more specialties.
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Specialties

The provider type is established on the Request Information screen. All subsequent specialties available for the selected provider type can be
added on this screen. Only one specialty can be designated as the primary specialty. See the Provider Enrollment Information Booklet for the
complete list of provider types and specialty codes. If a provider does not have a specialty, please enter 000 - NO SPECIALTY. You can also
enter an optional board certification for each specialty.

* Indicates a required field.
« Indicates a primary record.

Click "+" to view or update the details in a row. Click "-" to collapse the row. Collapse the row and click the "Remowe” link to remove the
entire row.

| Specdalty Action

¥ PEDIATRICS

Click to add specialty.

G

[Contmue s over J cancel |

6. To remove a listed specialty, click the “Remove” link.
Note: You cannot remove the primary specialty. The primary specialty can
only be updated by opening the primary specialty row and the saving
changes.

* Indicates a required field.
« Indicates a primary record.

Click "+" to view or update the details in a row. Click "-" to collapse the row. Collapse the row and click the "Remove” link to remove the
entire row.

Specialty Action

¥ PEDIATRICS

PEDIATRIC SURGERY (gh Remove

- - ~—~
Click to add specialty.

@) cori- [ st oter [ carce |

7. Click “Continue” to continue the enrollment process. ~ OR -
Click “Finish Later” to save the enrollment application and finish it at a
later date.

-OR -
Click “Cancel” to cancel the enrollment application.
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2.3. Address

Provider addresses identify each location where a provider performs services, as well as
locations that are used for billing and payment. An address can be added for each
address type.

Individual and Group Enrollment Types

For Individual and Group enrollment types the service address is required, and must be a
physical location of the practice/business/facility where services will be rendered. This
must be a street address and not a post office box.

Paper checks will be mailed to Pay To address while Electronic Funds Transfer (EFT)
testing is performed. If you do not supply a Pay To address, paper checks will be mailed
to the service address.

Hewlett Packard Enterprise will mail written correspondence, excluding remittance
advices, to the Mail To address. If you do not supply a Mail To address, written
correspondence will be mailed to the service address.

Hewlett Packard Enterprise recommends using electronic instead of paper Remittance
Advices (RAs) for faster account reconciliation. However, if you wish to receive paper RAs
and have them mailed to an address different from the addresses listed above, please
complete the “Remittance Advice” address.

Enter each type of valid provider address including location(s) where a provider renders
services, as well as location(s) used for billing and payment.

OPR Enrollment Types

For OPR enrollment types, the Mail To and Contact addresses are required. Hewlett
Packard Enterprise will mail written correspondence to the Mail To address and attempt to
make contact at the phone number provided.

It questions arise during the processing of this Application, Hewlett Packard Enterprise
will attempt to contact you directly at the location given in Mail To address. Please
designate an alternate contact person in Contact address. NOTE: The Contact Person
reported in Contact address will only be authorized to discuss issues concerning this
Application. Hewlett Packard Enterprise will not discuss any other enrollment or Medicaid
issues about you with the Contact Person listed in Contact address.
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Provi ddresses
Welcome * Indicates a required field.
Request Information Provider Addresses

¥ Addresses The service address is required. The service address is the physical location of the practice/business/facility where services will be rendered.
This must be a street address and NOT a post office box.

Provider Identification
EFT Enrollment Paper checks will be mailed to Pay-To address while Electronic Funds Transfer (EFT) testing is performed. If you do not supply a Pay-To
- : address, paper checks will be mailed to the service address.

Other Information
) - Hewlett Packard Enterprise will mail written correspondence, excluding remittance advices, to Mail-To address. If you do not supply a Mail-To
Managing Individuals address, written correspondence will be mailed to the service address.

Hewlett Packard Enterprise recommends using electronic instead of paper Remittance Advices (RAs) for faster account reconciliation.
However, if you wish to receive paper RAs and have them mailed to an address different from the addresses listed above, please complete
the Remittance Advice address.

Summary

Enter each type of valid provider address including location{s) where a provider renders services, as well as location(s) used for billing and
payment.

Click "+" to view or update the details in a row. Click "-" to ccllapse the row. Cellapse the row and click the "Remowve” link to remove the
entire row or "Copy” link to copy the entire row.

Type ‘ Street City State Action
E Click to collapse.
*Address Type ® | v|
“Street | |
| |
*City | | *State | v|
“Zip+4 0 l:l *County | v|
Email Address & | | Confirm Email
Address @

Telephone Office Teleph ber E i l:l
Numb.

Telephone Fax
Numb.

Telephone TDD
Numb.

Contact Name |
Telephone Contact Teleph Numh - l:l
Numb.

Add | | Reset |

1. Address Type - Select the correct address type from the drop-down list.

| Type | Street | City | State Action

El  Click to collapse.

*Address Type®

Service
*Street |Pay-To
Mail-To
*City |Remittance Advice *State | vl
2. Enter the required information for the Address Type selected.
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3. Click the “Add” button to add the address to the address list.

Type Street City State Action
Service 123 Main Street Las Vegas MNevada Copy Remove
Click to add address

4. To add an additional address to the address list, click the (+) plus sign “Click to add
address” and repeat steps 1-3 to add the new address to the address list.

Type |

Street

State

Action

El click to collapse

*Address Type®

*Street

“City
*Zip+4e

Email Address &

Telephone
Numb

| V]
| |
| |
| |
L ]

“State | v |

*County | V|

Confirm Email
Addresse

N b

Telephone
Numb

Telephone
Numb.

Contact Name

Telephone
Numb

Ext

[ 1]

Contact Tel

dd

| | Reset ‘

5. Once the maximum number of addresses have been added, the message “You

have reached the maximum number of addresses allowed for this list” will appear.
Type Street City State Action
Service 123 Main Street Suite A Las Vegas MNevada Remove
Pay-To 123 Main Street Suite B La=s Vegas MNevada Remove
Mail-To 123 Main Street Suite B Las Vegas MNevada Remove
Remittance Advice 123 Main Street Suite B Las Vegas Mevada Remove
I You have reached the maximum number of ad es allowed for this list.

- OR -

[contmoe]) ran tater [ cance |

6. Click “Continue” to continue the enrollment process. ~ OR -
Click “Finish Later” to save the enrollment application and finish it at a later date.

Click “Cancel” to cancel the enrollment application.
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2.4.

Provider Identification

The Provider Identification page allows you to enter provider information, such as
legal name, business name and any identification numbers, such as tax IDs,
License Numbers, CLIA Certification and DEA number.

Group Enrollment Type

Please answer all required questions that are marked with a (*) red asterisk. The
following instructions are designed to clarify certain questions. No instructions
have been given for questions considered to be self-explanatory.

Provider Enrollment: Provider Identification

Welcome

Request Information

Specialt

Addresses

¥ Provider Identification

* Indicates a required field.

Provider Legal Name

The legal name and Provider Federal Tax Identification Number (TIN) must match the information on the W-9, and is used by the Nevada

Medicaid to generate the annual 1099 form for tax purposes.

*Provider Legal Name | |

Doing Business As | |
Name

Special Ownership Type

*Is this entity owned or operated by the State (ipg ()
of Nevada or any of its political subdivisions,
e.g. state agency, county, entity or school
district?

Special Ownership Type | Ly

NPI

The NPI is the National Provider Identifier that is applied for and received through the NPPES Registry for all healthcare providers.

License

*Name of Issuing | |
Lic ing Board,
State or Entity

*License State | v|
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Business Information

ed Name

MNevada Secretary of State Issued Nevada Secretary of State
Busi D Regi

*Choose the option that most (v
closely describes the entity you

are enrolling

CLIA Certification

Drug Enforcement Admini ion (DEA) Numb

Taxonomy Codes

Choose your Taxonomy Codes

# Taxonomy Codes Action

= Click to add new Taxonomy Code.

*Taxonomy Codes | v|

d | | Cancel

Durable Medical Equipment

List the names and addresses of all manufacturers and suppliers relative to the provision of services, goods, supplies or with whom you have
2 business relztionship merchandise.

# Manufacturer or Supplier Name City Action

Click to add new
= Manufacturer/Supplier.

*Manufacturer or Supplier |
Name

“Street | |

e |

*State | v‘

*National Clearing House |
b

“Will you bill Medicare Crossovers Claims (@) g () ves
only?

Add | | Cancel

Note: The Durable Medical Equipment panel will only display for Provider Type 33.
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Provider Legal Name:

Provider Enrollment: Provider Identification

welcome * Indicates a required field.

Regquest Information Provider Legal Name

The legal name and Provider Federal Tax Identification Number (TIN) must match the information on the W-9, and is used by the Nevada
Medicaid to generate the annual 1099 ferm for tax purposes.

Provider Legal Name |

¥ Provider IdentilicaQ}
. Doing Business As |

Froviders 2 Name

1. Provider Legal Name — The Provider Legal Name listed must match
the information registered with the Internal Revenue Service (IRS),
what is listed on your IRS Employer ID Number (EIN) confirmation
letter and the W-9 form. Include a copy of the IRS acceptance letter
with the enrollment application.

2. Doing Business as Name — Enter the Doing Business as Name.

(Optional)

Special Ownership Type:

Information Special Ownership Type

1 }Is this entity owned or operated by the State

of Nevada or any of its political subdivisions,
e.g. state agency, county, entity or school

district?

®No

O ves

<9ecial Ownership Type |

v

1. Is this entity owned or operated by the State of Nevada or any of its

political subdivisions, e.g., state agency, county, entity or school
district? — Select “No” or “Yes”

2. Special Ownership Type — If the entity has a special ownership
type, select the type of ownership from the drop-down list.

Special Ownership Type

Online Provider Enrollment User Manual, Chapter 2
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| County-owned
Government-owned
1 No owner

Mon-Profit
State-owned




Business Information:

Business Information

Business ID

Qe«ada Secretary of State Issued I:I @evada Secretary of State I:I

Registered Name

7~/ \

3 ) *Choose the option that most |
[

L'

losely describes the entity you
are enrolling

1. Nevada Secretary of State Issued Business ID — Enter the Secretary

of State issued NV Business ID number.

2. Nevada Secretary of State Registered Name — Enter the entity name
listed on your business license or registered with the Secretary of

State office.

3. Choose the option that most closely describes the entity you are

enrolling. — Select the option from the drop-down list.

*Choose the option that most
closely describes the entity you
are enrolling

Online Provider Enrollment User Manual, Chapter 2
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Corporation

Indian Health Program (IHF)
Indian Hezalth Services
Limited Liability Company
Limited Liability Partner
MNon-Profit

Partnership

Frovider Group

Sole Proprietorship
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Individual Enrollment Type

Please answer all required questions that are marked with a (*) red asterisk. The
following instructions are designed to clarify certain questions. No instructions have
been given for questions considered to be self-explanatory.

Provider Enrollment: Provider Identification

Welcome
Reguest Information
Specialties

Addres

* Indicates a required field.

Provider Legal Name

¥ Provider Identification

The legal name and Provider Federal Tax Identificaticn Number (TIN) must match the information on the W-%, and is used by the Nevada
Medicaid to generate the annual 1099 form for tax purposes.

*Last Name | |

*First Name

|
Middle I:l
|

Doing Business As
Name

Individual Providers

Special Ownership Type

Special Ownership Type [¥]

NPI

The NPI is the National Provider Identifier that is applied for and received through the NPPES Registry for all healthcare providers.

License

“Name of Issuing
Licensing Board,
State or Entity

“License State | [V ‘

Business Information

Nevada Secretary of State
5 d

ed Name

Nevada Secretary of State Issued
i D

*Choose the option that most ‘ v
closely describes the entity you
are enrolling

CLIA Certification

Drug Enforcement (DEA) b

Taxonomy Codes

Choose your Taxonomy Codes

# Taxonomy Codes Action

= Click to add new Taxonomy Code.

*Taxonomy Codes | vl

Add | | Cancel

Online Provider Enrollment User Manual, Chapter 2
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Provider Legal Name:

Provider Enrollment: Provider Identification

Welcome * Indicates a required field.
Reguest Information Provider Legal Name
Spedialties The Iegal name and Provider Federal Tax Identification Number (TIN) must match the infermation on the W-9, and is used by the Nevada

Id to generate the annual 1099 form for tax purposss.
Addresses

*Last Name | |

¥ Provider Identification

EFT Enrollment Name | |

Mlddle

4 oing Buslness As | |

1. Last Name — Enter the provider’s last name.
2. First Name - Enter the provider’s first name.
3. Middle Initial — Enter the provider’s middle initial. (Optional)

The provider’s name listed must match the information registered with

the Internal Revenue Service (IRS), what is listed on your IRS Employer
ID Number (EIN) confirmation letter and the W-9 form. Include a copy
of the IRS acceptance letter with the enrollment application.

4. Doing Business as Name — Enter the Doing Business as Name.
(Optional)

Special Ownership Type:

Special Ownership Type

1 Special Ownership Type | v|

1. Special Ownership Type — If the entity has a special ownership
type, select the type of ownership from the drop-down list.

Special Ownership Type

County-owned
Government-cwned
No owner
Mon-Profit
State-owned
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Business Information:

Business Information

Business ID

( 1>Nevada Secretary of State Issued I:I evada Secretary of State I:I
Registered Name

3 )+*Choose the option that most

W

Closely describes the entity you
are enrolling

1. Nevada Secretary of State Issued Business ID — Enter the Secretary of

State issued NV Business ID number.

2. Nevada Secretary of State Registered Name — Enter the entity name listed

on your business license or registered with the Secretary of State office.

3. Choose the option that most closely describes the entity you are enrolling.

— Select the option from the dropdown list.

*Choose the option that most
closely describes the entity you
are enrolling

OPR Enrollment Type

Corporation
Hospital-Based Physician
Indvidual Provider
Limited Liability Company
Mon-Profit

Sole Proprietorship

Please Answer all required questions that are marked with a (*) red asterisk.
The following instructions are designed to clarify certain questions. No
instructions have been given for questions considered to be self-explanatory.

Provider Enrollment: Provider Identification

Welcome * Indicates a required field.

Reguest Information Provider Legal Name

Medicaid to generate the annual 1099 form for tax purposes.
Addresses

The legal nsme and Provider Federal Tax Identification Number (TIN) must match the information on the W-8, and is used by the Nevada

*Last Name |
¥ Provider Tdentification

*First Name |

Middle l:l

Doing Business As |

Name

Individual Providers

Birth Date & l:lﬂ

NPI

"NPI |3565492591

The NPI is the National Provider Identifier that is applied for and received through the NPPES Registry for all healthcare providers.

License

“Name of Issuing |

Licensing Board,
State or Entity

“Effective Date® (51012010 =

*License State | california V]

“End Date® [13/31/2019 =

Drug Enforcement Administration (DEA) Number

Online Provider Enrollment User Manual, Chapter 2
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Provider Legal Name:

Provider Enrollment: Provider Identification

Welcome * Indicates a required field.

Reguest Information Provider Legal Name

Specialties The legal name and Provider Federal Tax Identification Number (TIN) must match the information on the W-8, and is used by the Nevada
Medicaid to generate the annual 1099 form for tax purposes.
Addresses

ast Name | |

¥ Provider Identification

irst Name | |

;? ;-”“- iddle [ |
s-yﬁ- (@oing I\T:n{:: | |

1. Last Name — Enter the provider’s last name.

2. First Name — Enter the provider’s first name.
3. Middle Initial — Enter the provider’s middle initial. (Optional)

The provider’s name listed must match the information registered with

the Internal Revenue Service (IRS), what is listed on your IRS Employer
ID Number (EIN) confirmation letter and the W-9 form. Include a copy
of the IRS acceptance letter with the enrollment application.

4. Doing Business as Name — Enter the Doing Business as Name.

(Optional)

After all information has been entered on the Provider Information panel for your
Enrollment Type:

Click “Continue” to continue the enrollment process. - OR -

Click “Finish Later” to save the enrollment application and finish it at a
later date.

- OR -

Click “Cancel” to cancel the enrollment application.
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2.5. Associated Providers

This panel will only appear for online provider enrollment applications with a
Group Enrollment type, and Provider Types 14, 20, 21, 22, 24, 25, 26, 34, 36,
72,74,76,77 or 82.

To be affiliated with a group the providers must be enrolled with Nevada
Medicaid or have already submitted their enrollment application. Signatures are
required for each individual being linked to the group. You can upload the
signature PDF as part of your online provider enrollment application.

Add the NPIs and individual names or business names of all providers to be
affiliated with this group. Click the “Add” button to add the NPI and individual
name or business name to the grid.

Provider Enrollment: Associated Providers

Welcome
Reguest Information Select Add to add one or more associated individual providers to the group.
Specialties Providers affiliated with the group must be individual provider enrolled in the Nevada Medicaid program or have an
Addresses application in process. The following form must be completed, including signature(s) and date(s) and uploaded to this

= application using the Attachments page before being submitted. All documents must be uploaded at the time of provider
Brovider Identification enroll t form submission in order for your application to be processed and considered complete.
" Associated Providers Associated Provider Si e Form Download

Click "+" to view or update the details in a row. Click "-" to collapse the row. Click the Remowve link to remove the entire row.

NPI | Provider Name Action

Summary Associated Provider National Provider Identifier

e ]

Associated Provider Individual Name.

If the associated provider is an individual, enter their last name, first name and middle inital.

Last Name | |

First Name | |

Middle |:|

Associated Provider Business Name

If the associated provider is a business, enter the business name.

Business |
Name
| Add | | Cancel
Continue Finish Later Cancel
Online Provider Enrollment User Manual, Chapter 2 25
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2.6.

EFT

All providers must accept Nevada Medicaid and Nevada Check Up payments via
Electronic Funds Transfer (EFT). If a provider does not have an active EFT account enrolled
with Nevada Medicaid, that provider’'s Nevada Medicaid enrollment may be terminated.
Note: The EFT page is not displayed for provider types 38, 47, 51, 52, 78, 79 and 60.
Individual Providers that are linking to a group and State Agencies will need to answer
“Yes” or “No” to the following question:

e Will you only be receiving payment through the Group NPI listed on the Request
Information panel that is already enrolled in EFT, or is this application for a state
agency?

It the answer is “No”, the required Financial Institution Information needs to be completed.

Provider Enrollment: EFT Information

Welcome
Reguest Information

Specizlties

Addresses

Provider Identification

¥ EFT Enrollment

All providers must accept Nevada Medicaid and Nevada Check Up payments via Electronic Funds Transfer (EFT). If a provider does not have an
active EFT account enrolled with Nevada Medicaid, that provider's Nevada Medicaid enrollment may be terminated or denied.

Electronic Funds Transfer (EFT) Authorization: I hereby authorize Hewlett Packard Enterprise and its subsidiaries to transfer my Nevada Medicaid
and Nevada Check Up payments to the personal or business bank account shown below. I also authorize any necessary debit entries to correct
payment errors. I understand the payments made through electronic funds transfers will be from federal and state funds and that any falsification
or concealment of a matenal fact may be prosecuted under federal and state laws. This agreement will remain in effect until I notify Hewlett
Packard Enterprise or the banking institution otherwise. I understand that Hewlett Packard Enterprise and/or my banking institution may also
cancel this agreement at any time. All such cancellation netices must be made in writing and acted upon in a reascnable and timely manner.

If you have questions about completing the Electronic Funds Transfer Agreement, contact the Provider Enrollment Unit. If you have questions
regarding your payment or the EFT program in general, contact the Customer Service Center. Both Hewlett Packard Enterprise departments may
be contacted by phone at (877) 638-34?2(_’5.-.

You will need to attach a voided check, or a letter from your bank that contains your bank’s routing number.

Will you only be receiving payment through the Group NPI listed () ves (@ o
'on the Request Information panel that is already enrolled in EFT,
or is this application for a state agency?

Financial Institution Information

*Financial Institution Routing Number | >(|

*Provider's Account Number with Financial Institution | |

Reason For Submission MNew Enroliment
Include with Enroll ission | v

Requested EFT Start/Change/Cancel date 11/10/2015

[continue [l Fimeh toter - cancei

Online Provider Enrollment User Manual, Chapter 2 26

12/01/2015




If the answer is “Yes,” the Financial Institution Information will not be displayed and does not
need to be completed.

Provider Enrollment: EFT Information

Welcome

All providers must accept Nevada Medicaid and Nevada Check Up payments via Electronic Funds Transfer (EFT). If a provider does not have an

Reguest Information active EFT account enrclled with Nevada Medicaid, that provider's Nevada Medicaid enrcllment may be terminated or denied.

Electronic Funds Transfer (EFT) Authorization: 1 hereby authorize Hewlett Packard Enterprise and its subsidiaries to transfer my Nevada Medicaid

Specialties - . ) £
and Nevada Check Up payments to the perscnal or business bank account shown belew. I also autheorize any necessary debit entries to correct
Addresses payment errors. I understand the payments made through electronic funds transfers will be from federal and state funds and that any falsification

or concealment of @ material fact may be prosecuted under federal and state laws. This agreement will remain in effect until I notify Hewlett
Packard Enterprise or the banking institution otherwise. I understand that Hewlett Packard Enterprise and/or my banking institution may also

tion
cancel this agreement at any time. All such cancellation notices must be made in writing and acted upen in a reasonable and timely manner.

Provider Identif;

# EFT Enrollment . . . . . .
If you have questions about completing the Electronic Funds Transfer Agreement, contact the Provider Enrcllment Unit. If you have guestions

regarding your payment or the EFT program in general, contact the Customer Service Center. Both Hewlett Packard Enterprise departments may
be contacted by phene at (877) 638—3472\..-.

You will need to attach a voided check, or a letter from your bank that contains your bank's routing number.

Will you only be receiving payment through the Group NPI listed

Summary on the Request Information panel that is already enrolled in EFT,
or is this application for a state agency?
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2.7. Other Information

Other Information page displays questions and fields that are specific to the Enrollment
Type. The Other Information page will not display for OPR Enrollment Type.

Group Enrollment Type

Provide other additional information, such as Days and Hours of Operation, Accepting
New Patients, and number of Medicaid-eligible or certified/licensed beds.

Provider Enrollment: Other Information

Welcome Iadditional information is provided for each enrollment, for group/facility and individual providers.

Reguest Information * Indicates a required field.

Additional Information

Spe.

Addresses

“Are you enrolled in Medicare? (pg (ves
Provider Identification N -
Associated Providers *Days and Hours of Operation | |
EFT Enrollment .
— *Do you currently or will you provide service to v|

recipients in the Fee For Service program, the

» Other Information
Managed Careprogram or both?

Are you currently accepting new patients? . No .;:::;. Yes

*Can you accommodate recipients with special @ ng (O ves
needs?

Subsidiary or Parent

Is the entity a subsidiary or parent of another (g (D) ves
entity?

Facility Rating

*Facility Rating N

Facility Control

*Facility Control | v|

Number of Beds

Swing Bed |:| Acute |:| ICF |:| SNF |:| ICF/MR |:| IS0 |:|

Mamography Certification Number (FDA-Certified mammeography providers only)

Mamography Certification Number |

[Cortime [l Frvsh coter Jiconcer

Answer all required questions then:

Click “Continue” to continue the enrollment process. - OR -

Click “Finish Later” to save the enrollment application and finish it at a later date.
~OR -

Click “Cancel” to cancel the enrollment application.
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Individual Enrollment Type

Provide other additional information, such as Days and Hours of Operation, Accepting

New Patients, and hospital privileges.

Provider Enrollment: Other Information

Welcome

Reguest Information

Provider Identification
EFT Enrollment

¥ Other Information

* Indicates a required field.

IAdditional information is provided for each enrollment, for group/facility and individual providers.

Additional Information

*Are you enrolled in Medicare? ([ ing () ves
*Days and Hours of Operation | |
*Do you currently or will you provide service to | v|
recipients in the Fee For Service program, the
Managed Careprogram or both?
Are you currently accepting new patients? .;@';. No g':';. Yes
*Can you accommodate recipients with special  ®) g (O ves
needs?
Heospital Information
*Do you have hospital privileges? (ing (@ ves

*Please describe where?

Answer all required questions then:

Click “Continue” to continue the enrollment process. - OR -
Click “Finish Later” to save the enrollment application and finish it at a later date.

-OR -

Click “Cancel” to cancel the enrollment application.
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2.8.  Managing Individuals
Completion of this section is a condition of participation in the Nevada Medicaid program
and is mandated by 42CFR §455.100 — 106.

Provide the names of all individuals and organizations having direct or indirect ownership
inferests, or controlling interest separately or in combination amounting to an ownership
interest of 5 percent or more in the disclosing entity.

Direct ownership interest is defined as the possession of stock, equity in capital or any
inferest in the profits of the disclosing entity. A disclosing entity is defined as a Medicare
provider or supplier, or other entity that furnishes services or arranges for furnishing
services under Medicaid or the Maternal and Child Health program, or health-related
services under the social services program.

Indirect ownership interest is defined as ownership interest in an entity that has direct
or indirect ownership interest in the disclosing entity. The amount of indirect ownership in
the disclosing entity that is held by any other entity is determined by multiplying the
percentage of ownership interest at each level. An indirect ownership interest must be
reported if it equates to an ownership interest of 5 percent or more in the disclosing entity.
Example: If A owns 10 percent of the stock in a corporation that owns 80 percent of the
stock of the disclosing entity, A’s interest equates to an 8 percent indirect ownership and
must be reported.

Controlling interest is defined as the operational direction or management of a
disclosing entity which may be maintained by any or all of the following devices: the ability
or authority, expressed or reserved, to amend or change the corporate identity (i.e., joint
venture agreement, unincorporated business status) of the disclosing entity; the ability or
authority to nominate or name members of the Board of Directors or Trustees of the
disclosing entity; the ability or authority, expressed or reserved, to amend or change the
by-laws, constitution, or other operating or management direction of the disclosing entity;
the right to control any or all of the assets or other property of the disclosing entity upon the
sale or dissolution of that entity; the ability or authority, expressed or reserved, to control
the sale of any or all of the assets, to encumber such assets by way of mortgage or other
indebtedness, to dissolve the entity, or to arrange for the sale or transfer of the disclosing
entity to new ownership or control.

Other definitions:

Agent means any person who has been delegated the authority to obligate or act on
behalf of a provider.

Disclosing entity means a Medicaid provider or a fiscal agent.

Fiscal agent means a contractor that processes or pays vendor claims on behalf of the
Medicaid agency.

Managing employee means a general manager, business manager, administrator,
director, or other individual who exercises operational or managerial control over, or who
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directly or indirectly conducts the day-to-day operation of an institution, organization or
agency.

Other disclosing entity means any other Medicaid disclosing entity and any entity that
does not participate in Medicaid, but is required to disclose certain ownership and control
information because of participation in any of the programs established under Title V, XVIII
or XX of the Act. This includes:

a) Any hospital, skilled nursing facility, home health agency, independent clinical
laboratory, renal disease facility, rural health clinic or health maintenance
organization that participates in Medicare (Title XVIII);

b) Any Medicare intermediary or carrier; and

c) Any entity (other than an individual practitioner or group of practitioners) that
furnishes, or arranges for the furnishing of, health-related services for which it

claims payment under any plan or program established under Title V or Title XX of
the Act.

Ownership interest means the possession of equity in the capital, the stock, or the
profits of the disclosing entity.

Person with an ownership or control interest means a person or corporation that:

a) Has an ownership interest totaling 5 percent or more in a disclosing entity;

b) Has an indirect ownership interest equal to 5 percent or more in a disclosing entity;

c) Has a combination of direct and indirect ownership interests equal to 5 percent or
more in a disclosing entity;

d) Owns an interest of 5 percent or more in any mortgage, deed of trust, note, or
other obligation secured by the disclosing entity if that interest equals at least 5
percent of the value of the property or assets of the disclosing entity;

e) s an officer or director of a disclosing entity that is organized as a corporation; or

f) Is a partner in a disclosing entity that is organized as a partnership.

Subcontractor means:

a) An individual, agency or organization to which a disclosing entity has contracted
or delegated some of its management functions or responsibilities of providing
medical care fo its patients; or

b) An individual, agency or organization with which a fiscal agent has entered into a
contract, agreement, purchase order, or lease (or leases of real property) to obtain
space, supplies, equipment, or services provided under the Medicaid agreement.

Supplier means an individual, agency or organization from which a provider purchases
goods and services used in carrying out its responsibilities under Medicaid (e.g., a
commercial laundry, a manufacturer of hospital beds or a pharmaceutical firm).
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Provider Enrollment: Managing Individuals

* Indicates a required field.

Reguest Information

ownership Information

Specizlties

Completion of this section is a condition of participation in the Nevada Medicaid program and is mandated by 42CFR §455.100 - 106, Click here to
view the full regulation

Provider Identification . ) - ) - o . . . ) ) .
Ownership is defined as all individuals and corporations having direct or indirect ownership interest, or controlling interest in the disclosing entity

EFT Enroliment (this includes relatives) and for any subcontracting company in which the disclosing entity has direct or indirect ownership of 5 percent or more.
Agent is defined as any person who has been delegated the authority to obligate or act on behalf of a provider. Managing Employee is defined as
Other Information a general manager, business manager, administrator, director, or other individual who exercises operational or managenal control over, or who

directly or indirectly conducts the day-to-day operation of an institution, organization or agency. Board Member is defined zs anyone who sits on
¥ Managing Individuals | a board of directors for any entity.

Information is required on the following:

-

Group and Individual Enrollment applications are required to enter all person(s) having direct or indirect ownership interest or controlling
interest in the disclosing entity and for any subcontracting company in which the disclosing entity has direct or indirect ownership interest of 5
Summarny percent or more. Owners are generally the Corporation or Owner entity types, but can also be board members.

-

Group and Individual Enrollment applications are reguired to enter all Agents and Managing Employees.

-

Group applications are required to enter all board member(s) if applicable.

-

Anyone listed in the above entities that own 5 percent or mere of any other business (health care related or non-health care related) is
required to disclose that information.

This is not required for:

» Individuals linking to group

b Provider Type 38

» Groups and individuals with a Special Ownership type value of Government or State Owned selected on the Provider Identification panel
Note: County cwned organizations, Non-Profit crganizations, and schocl districts are required to disclose all Board Members and Managing

Employees/Agents

Click "+" to view or update the details in 3 row. Click "-" to collapse the row. Click "Remowve" link to remove the entire row.

Type of Entity Information

# Type of Entity Legal Name Federal Tax ID 9% of Ownership Action

= Click to add Type of Entity.

*Type of Entity | ™)

Corporation Name
Last Name
First Name

Middle Birth Date® j

SSNO Federal Tax ID®

Street

City
State L Zip+40
% of Ownership

Employee Indicator v

Does this entity own 5 percent or more of any other business (health-care related or non health-care related)?

)Yes ® No

Add | | Cancel

Group and Individual Enrollment applications are required to enter all person(s) having direct
or indirect ownership interest or controlling interest in the disclosing entity and for any
subcontracting company in which the disclosing entity has direct or indirect ownership interest
of 5 percent or more. Owners are generally the Corporation or Owner entity types, but can
also be board members.

Group and Individual Enrollment applications are required to enter all Agents and Managing
Employees.
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Group applications are required to enter all board member(s) if applicable.
This is not required for:

e Individuals linking to group
e Provider Type 38

e Groups and individuals with a Special Ownership type value of Government or
State owned selected on the Provider Identification panel

To add a Type of Entity:

Type of Entity Information

# Type of Entity Legal Name Federal Tax ID % of Ownership Action

= Click to add Type of Entity.

*Type of Entity | v

Corporation Name

Last Name

First Name

Middle Birth Date®
SSN@ Federal Tax ID©
Street
City
State L Zip+40

% of Ownership

Employee Indicator LV

Does this entity own 5 percent or more of any other business (health-care related or non health-care related)?

¥ Oves @No

| Add | | Cancel |

1. Entity Type — Select the appropriate type of entity from the drop-down list.

*Type of Entity

Board Members

Corporation Name | Corporation
Managing Employees and/or Agent

Last Name |Owners

Note: The required fields will vary based on the Type of Entity that is selected.
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2. Complete all of the required fields and then click “Add” button to add the Type of
Entity to the Type of Entity list.

Required fields for Type of Entity Board Member:

Type of Entity Information

# Type of Entity Legal Name Federal Tax ID %o of Ownership Action

B Click to add Type of Entity.

*Type of Entity [Board Members V]

*Last Name | |

*First Name | |

Middle |:| *Birth Date @ |:|
el I

*Street

*City
“State

oot ownerstin [ |

Does this entity own 5 percent or more of any other business (health-care related or non health-care related)?

| |
| |
| |
| 2 aecl —

* Oves ® g

Add | | Cancel

Required fields for Type of Entity Corporation:

Type of Entity Information

# Type of Entity Legal Name Federal Tax ID % of Ownership Action

= Click to add Type of Entity.

*Type of Entity | Corporation ™

*Corporation Name |

*Federsl Tax 100 [

*Street | |

I |
iy | |
“state | V] e S
%% of Ownership [

Does this entity own 5 percent or more of any other business (health-care related or non health-care related)?

* Oves ®nNo

Add | | Cancel
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Required fields for Type of Entity Managing Employees and/or Agent.

Type of Entity Information

## Type of Entity Legal Mame Federal Tax ID %o of Ownership Action
= Click to add Type of Entity.
*Type of Entity | Managing Employees and/or Agent A4
*Last Name |

*First Name | |

iadie [] e oated [ 5]
S Ll E—

*Street | |

* City

*State

<

Siacal IN—

+*Employee
Indicator

i

Does this entity own 5 percent or more of any other business (health-care related or non health-care related)?

" Oves @No

kg
=9
=%

| | Cancel

Required fields for Type of Entity Owner.

Type of Entity Information

# Type of Entity Legal Name Federal Tax ID % of Ownership Action

= Click to add Type of Entity.

*Type of Entity | Owners ~

*Last Name |

*First Name | |

I L S —
bl I

*Street | |

ey | |

“state | v el E—
"o of Owmerstip [

Does this entity own 5 percent or more of any other business (health-care related or non health-care related)?

* O vYes ®No

kg
=9
=%

| | Cancel
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If after adding all of the owners and/or corporations the ownership totals less than 100% you
are required to provide an explanation in the explanation box provided.

You must also click the “I Agree” checkbox to certify that the application contains information
for each person having direct or indirect ownership interest or controlling interest in the

disclosing entity and for any subcontracting company in which the disclosing entity has direct
or indirect ownership interest of 5 percent or more.

Click "+" to view or update the detzils in & row. Click "-" to collapse the row. Click "Remove" link to remove the entire row.

Type of Entity Information |

# Type of Entity Legal Name Federal Tax ID % of Ownership Action
1 | Owner Mike Jones 123456789 52 Remove
2 | Managing Employee Sandy Smith 123456789 N/A Remove
Click to add Type of Entity.

*Explanation if total ownership less than 100%

There are two additional two that own 4 percent
each.

This application contains information for each person having direct or indirect ownership interest or controlling interest in

the disclosing entity and for any subcontracting company in which the disclosing entity has direct or indirect ownership
interest of 5 percent or more.

*I Agree
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Background and Disclosure of Disclosing Entity

Answer all of the required questions.

Background and Disclosure of Disclosing Entity

These questions capture information regarding final adverse legal actions, such as convictions, exclusions, revocations and suspensicns. All
applicable final adverse legal actions must be reported, regardless of whether any records were expunged or any appeals are pending.

Wheo is authorized to make changes to enrollment and billing information?

Change Authorization Information

# Legal Name Action

= Click to add Change Authorizations.

*Last Name | |

*First Name | |

Add | | Cancel

Are you or any owner, agent, managing employee, or person with controlling interest currently enrolled, or have ever been
enrolled, as a Medicare or Medicaid provider with another state (including Nevada)?

Do you or any owner, agent, managing employee or person with controlling interest currently have a negative balance or owe
money to any state or federal program (including Medicare and Medicaid)?

Hawve you (individual or OPR provider), or any owner, agent, managing employee, or person with controlling interest ever been
convicted of a misdemeanor, gross misdemeanor or felony, including but not limited to, criminal offenses related to any
program under Medicare, Title XVIII, Title XIX or any Medicaid program since the inception of these programs?

Hawve you (individual or OPR provider), or any owner, agent, managing employee, or person with controlling interest ever been
placed on the Federal Office of Inspector General, Health and Human Service (0IG/HHS) exclusion list or otherwise been
suspended, terminated, denied or debarred from participation in any program established under Medicare, Medicaid, Title
XWVIII, Title XIX or any other Medicaid program since the inception of these programs? This includes termination from the
MNevada Medicaid program or any other state Medicaid program.

Are you (individual or OPR provider), or any owner, agent, managing employee, or person with controlling interest currently
uwnder investigation by any law enforcement, regulatory or state agency?

Do you (individual or OPR provider), or any owner, agent, managing employee, or person with controlling interest have any
open or pending court cases?

Hawve you {individual or OPR provider), or any owner, agent, managing employee, or person with controlling interest ever been
denied malpractice insurance?

Hawve you (individual or OPR provider), or any owner, agent, managing employee, or person with controlling interest had any
professional, business or accreditation license/certificate denied, suspended, restricted or revoked?

Hawve you (individual or OPR provider), or any owner, agent, managing employee, or person with controlling interest ever
wvoluntarily surrendered any professional license or certificate?

Click “Continue” to continue the enrollment process. -~ OR -
Click “Finish Later” to save the enrollment application and finish it at a later date.
~OR-

Click “Cancel” to cancel the enrollment application.
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2.9. Agreements

You must accept the terms outlined in the Agreements page in order to submit the online
provider enrollment application. Failure to accept these terms mean that the request will not
be submitted or saved.

Changes can be made to the existing request by going back to the appropriate screen
using the links available on the left-hand side of the application. Once changes are made,
the request can be reviewed from the Summary Page.

Note: The Nevada Medicaid and Nevada Check Up Provider Contract and Provider
Declaration Statement are required with every request. A link to these documents is
provided on the Agreements page.

Provider Enrollment: Agreement

Welcome
Reguest Information
Specialties

Addres

Associzted Providers
EFT Enroliment
Qther Information

Managing Individuals

Instructions

Provider Identification

The terms of the request are outlined below. You must accept these terms in order to submit the request. Failure to accept these terms mean
that the reguest will not be submitted or saved.

Changes can be made to the existing request by going back to the appropriate screen using the links available on the left-hand side. Once
changes are made, the request can be reviewed from the Summary Page after signing and continuing.

Once the request is submitted and confirmed, a tracking number will be assigned.
MNote: The Nevada Medicaid and Nevada Check Up Provider Contract and Provider Declaration Statement are required with every
request. A link to these documents is provided below.

¥ Agreement

Terms of Agreement

Provider Name

Street

Employer Identification Number (EIN) or Social
Security Number (SSN)

NPI

Contact Name

Contact Email

Provider Binder

I certify, under penalty of perjury, that the information and statements on this request and on any accompanying documents are accurate
and true. I understand that the filing of materially incomplete or false information with this request is sufficient cause for denial of enrollment
or termination from the Nevada Medicaid and Nevada Check Up Programs.

I understand that should I be enrclled as a provider of services under Nevada Medicaid and Nevada Check Up Programs, this it is my
respensibility to notify the Nevada Medicaid and Nevada Check Up Programs fiscal agent of any change to the information on this application
including but not limited to address, group affiliation, change of ownership, or tax identification number.

Forms

The following forms must be completed, including signature and date(s) and uploaded to this application using the
Attachments page before being submitted. All documents must be uploaded at the time of provider enrollment form
submission in order for your application to be processed and considered complete.

Provider Declaration Statement Download
Nevada Medicaid and Nevada Check Up Provider Download
Contract

EFT Authorization Download

Get 4
ADOBE’ READER"
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2.10. Attachments

Submit all of the required documentation and forms to continue the request.
A checklist of required documentation can be found here:
(https://www.medicaid.nv.gov/providers/checklist.aspx).

In addition to required documentation, additional supporting documentation can be
uploaded with your application if necessary. If your responses to any questions on this
enrollment application did not fit into the field on the page, type the question and response
and upload the documentation using Other as the attachment type.

All documents must be uploaded at the time of the online provider enrollment submission in
order for your application to be considered complete.

Provider Enrollment: Attachments
Welcome Supporting Documentation
Request Information
Submit zll of the reguired decumentaticn and forms to continue the request.
m A checklist of required documentation can be found here.
Provider Identification - . . . . . . o
In addition to required documentation, additional supperting documentation can be upleaded with your application if necessary. If your
Associated Providers responses to any guestions on this enrollment application did not fit into the field on the page, type the question and response and upload
the documentation using Other as the attachment type. All documents must be uploaded at the time of provider enrollment forms submission
EFT Enroliment in order for your application to be considered complete. To upload the appropriate documents, follow the instructions under Attachments
below.
Other Information
Manaaing Individuals Note: There is a maximum of 15 MBs of information when uploading attachments by File Transfer.
Agreement * Indicates a required field.
¥ Attach
- Provider Type and Specialty
Summary
Provider Type
Provider Specialty
Attachments -]
To add an attachment to be uploaded with the enrollment form, select the File Transfer transmission type, click Browse..., select the file and
then click Add.
Only allowed attachment types are .pdf files.
Use the "Other" attachment type to upload attachments not in the list.
Click the Removwe link to remove the entire row.
# Transmission Method | File Attachment Type | Action
[E click to collapse.
*Transmission Method |rFr.Fjle Transfer v
*Attachment Type | v
“Upload File Browse...
Add | | Cancel
[ cortinue ll Finich tater |
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https://www.medicaid.nv.gov/providers/checklist.aspx

To add an attachment to be uploaded with the online provider enrollment application:
1. Transmission Method - Select FT-File Transfer.

2. Attachment Type — Select the type of file that is going to be uploaded from the drop
down list.

*Attachment Type

Bureau of Health Care Quality and Compliance (BEHCQC) license (if applicable)
*Upload File |Clinical Laboratories Improvement Act (CLIA) certificate, if applicakble
Documentation showing Taxpayer Identification Mumber

Other

Woided Check or Bank letter for EFT, if applicable

Add | | Cand yatipnal Provider Identifier {MPI) documentation

Provider Enrollment Application and Contract (original document/signatures required)
State Board medical licenze

Provider Declaration Statement

Mevada Medicaid and Mevada Check Up Provider Contract

3. Upload File — Click the “Browse” button and select the file from your computer. The
only allowable file types are PDF documents (.pdf).

4. Click the “Add” button.

Repeat steps 1 through 4 to add additional documents to the online provider
enrollment application.

Note: There is a maximum of 15MBs of information when uploading attachments.
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2.11. Summary

The summary page provides a summary of all of the information that was included on the
provider enrollment application.

It changes are required when viewing the Summary page, please select the appropriate
link in the Table of Contents panel, navigate back to that page, and make changes. Note
that if the Enrollment Type or Provider Type fields are modified on the Request Information
page, that you will be required to navigate through the enrollment application wizard
again and update all fields that are contingent upon these two fields.

You can print a copy of the summary for your records. Select “Print Preview” at the top or
bottom of the Summary page.

Top of Summary page.

Provider Enroliment: Summary

Welcome

Reguest Information

Specialties

Addresses

EFT Enrollment
Other Information
Managing Individuals
Agresment
Attachments

¥ Summary

Provider Identification

Request Information
Req ted Enrollment Effective Date 10/05/2015
Enrollment Type Individual Provider Type PHYSICIAN,M.D. OSTEOPATH
SSN 123456789
Are you currently enrclled asa No
Provider?
Were you previously enrolled asa No

Provider?

Bottom of Summary page.

Instructions for Summary Page

If changes are required when viewing the Summary page, please select the appropriate link in the Table of Contents panel, navigate
back to that page, and make changes. Note that if the Enrollment Type or Provider Type fields are modified on the Reguest Information
page, that you will be required to navigate through the enrollment application wizard again and update all fields that are contingent upon
these two fields.

Once you have reviewed the contents of this application, select 'Confirm’ to submit the enrollment for processing.
Please print a copy of this summary for your records.

save As PDF [l confirm [l Finish Later [l Cancel |
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After you click Print Preview a new window opens; click “Print” to print the Summary page.

Provider Enrollment: Summary
Request Information

Requested Enrollment Effective Date 10/05/2015

Enrollment Type Individual Provider Type FPHYSICIAN,M.D. OSTEQPATH

SSN 123456789

You can save a copy of the summary as a PDF. Select “Save As PDF” and then save to
your computer.

Instructions for Summary Page

If changes are required when viewing the Summary page, please select the appropriate link in the Table of Contents panel, navigate
back to that page, and make changes. Note that if the Enrallment Type or Provider Type fields are modified on the Request Information
page, that you will be required to navigate through the enrollment application wizard again and update all fields that are contingent upon
these two fields.

Once you have reviewed the contents of this application, select 'Confirm' to submit the enrollment for processing.
Please print a copy of this summary for your records.

After you click “Save As PDF,” a new window opens and displays the PDF and you can
save the PDF to your computer.

—" — —

1 & EnrollmentSummary35706604201964784,pdlf - Adobe Acrobat Pro R U e S— [E=NEEN
File Edit View Window Help ®
i B‘ Open | @ Create ~ | @ @ @ | {é} q%) @ @ @ @) @ Customize ~ | lz‘

@) /6 | R | () (o ‘ b Tools Fill & Sign . Comment

m

Provider Enrollment Summary B

Request Information

Requested Enroliment Effective Date 2015-10-05
Enroliment Type Individual
Provider Type PHYSICIAN,M.D.,0STEOPATH
SSN 123456789
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Once you have reviewed the contents of the application, select “Confirm” to submit the
enrollment for processing.

Instructions for Summary Page

If changes are required when viewing the Summary page, please select the appropriate link in the Table of Contents panel, navigate
back to that page, and make changes. Note that if the Enrollment Type or Provider Type fields are modified on the Request Information
page, that you will be required to navigate through the enrollment application wizard again and update all fields that are contingent upon
these two fields.

Once you have reviewed the contents of this application, select 'Confirm' to submit the enroll t for proc
Please print a copy of this summary for your records.

2.12. FAQs

The Online Provider Enrollment home page has a link to Frequently Asked Questions
regarding the online provider enrollment application. You can click this link to see a list of
frequently asked questions and answers.

Nevada

,(/:* )‘,: Nevada Department Of > Freguently Asked Questions

Health and Human Services

Division of Health Care Financing and Policy Provider Portal

Provider Enrollment

Provider Enrollment

Provider Enrollment Application
Initiate @ new provider enrollment

application.

Resume Enroliment
Resume an existing enrollment
application that has not been submitted.

Enrollment Status
Check the current status of an
enrollment application.

Other Links

Division of Health Care Financing and
Policy

Provider Enrollment Information Booklet
Enroliment Checklist
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